of about two years, had about forty-five surgical interventions including many openings of the original tracheotomy wound, and wore a cannula at intervals for many weeks during his treatment. The papillomata appeared on the granulations around the tracheotomy opening, and later spread up the posterior pharyngeal wall into the nasopharynx. Then within a fortnight they all disappeared and did not recur. D. F. A. NEILSON (in reply) said that as the growth had seemed so obviously a simple tumour he did not remove a piece for examination, as doing so might have disturbed it. He thought that removal was best done by the endoscopic route. The larynx had been opened at least once before. He had intended to use the diathermy current with a special laryngeal electrode, which was designed by Mr. Bedford Russell. It was difficult to get the larynx quiet enough to operate. P. JORY (in reply) said that in his case the patient had diabetes, for which he was having insulin, and that discouraged prolonged efforts. Mr. Harmer had told him (the speaker) that radium was of no use for papillomata. Americans held the same view, but some result was obtained when the radium was applied unscreened. The only course seemed to be to remove the papillomata piecemeal.
Post-Nasal Tumour: Case for Diagnosis.-J. C. HOGG.
Female, aged 54. Attended hospital in March, 1933, complaining of deafness of the right ear. History of operation on the right antrum (Caldwell-Luc approach) three years previously. In the post-nasal space is situated a sessile, smooth, bluish, swelling, attached to the right lateral pharvngeal wall and extending down to the level of the upper pole of the right tonsil. Anterior rhinoscopy shows no abnormality. The Wassermann reaction is negative.
Di8cus8sion.-E. BROUGHTON BARNES said that he knew of two cases very similar in both appearance and history. One had been under observation for some years, and a piece of growth had been removed for examination, but no diagnosis had resulted. The condition had not changed. The other case he had seen recently. There had been a sinus operation ten years ago. The nose was clean, but the swelling was present, and the patient complained of a " thick head." X-rays showed definite sclerosis of the bone on the floor of the sphenoid. It would be noted that in both these cases, as in Mr. Hogg's case, there had been sinus operation some years before. He suggested taking a skiagram in the present case. The hearing was being interfered with, and if left alone the patient would become deaf. He would try to destroy the growth by diathermy in order to clear the Eustachian cushion.
Sir JAMES DUNDAS-GRANT thought that this patient had a serous effusion int,.o the tympanum as a result of closure of the Eustachian tube by the tumour. The deafness could often be relieved by suction-puncture.
J. C. HOGG (in reply) said that probably the operation on the right antrum three years previously was a factor in the present condition.
Female, aged 30. Attended hospital, August, 1933, complaining of slight dysphagia for he preceding twelve months. No alteration in voice.
Nodular purple, sessile tumour arising from the region of the right aryepiglottidean fold, partially obscuring the right side of the larynx. Opinion is invited as to the best method of treatment.
Discussion.-Sir STCLAIR THOMSON said that anyone approaching angeioma of the larynx should be warned of the danger of the furious and even uncontrollable hemorrhage which might occur if it were tackled through the mouth, even after a preventive tracheotomy. In former days the galvano-cautery was tried for such cases, but the condition was seldom cured by it. He would suggest a lateral pharyngotomy if symptoms affecting voice or respiration called for interference. It was interesting to recall that spontaneous hEemorrhage was rare in angeiomata of the larynx. W. G. HOWARTH said that Sir StClair Thomson's advice should be emphasized; some form of external approach was indicated; the best would be through the lateral wall of the pharynx. It would be courting disaster to attempt removal through the mouth.
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With regard to angeiomata of the larynx in general-ten years ago a most misleading article had appeared stating that angeioma was a very rare growth in the larynx. It was really a common one, and large numbers of the small growths of the vocal cords could be proved microscopically to be angeiomata.
F. HOLT DIGGLE said that he had seen only one case of pedunculated tumour in the aryepiglottic fold, and radium seeds caused its disappearance in a few weeks. Operation. -(September 21, 1932) . Laryngectomy by H-shaped incision; skin flaps sutured to pharyngeal mucous membrane with no attempt to close pharynx, as the growth had begun to encroach on both pyriform fosse, so that only a narrow strip of mucous membrane of the posterior pharyngeal wall was left in the mid-line. The small bridge of skin between the trachea and the cesophagus broke down, and after one unsuccessful attempt to.reconstitute it some weeks later, it was allowed to remain un-united.
Examination of growth showed a squamous-celled carcinoma, about the size of a penny, on the posterior surface of the cricoid. Nothing further was done until February 16, 1933, when closure of the pharyngostome was performed under a local antesthetic. The pharyngostome healed without further operation.
The patient was fitted with an artificial larynx, and was discharged from hospital on April 18, 1933. He is still having deep X-ray therapy for the neck.
Discussion.-Professor BURGER said that he saw the patient speak with his apparatus, but he did not think this the ideal method of speaking after laryngectomy. He (the speaker) had demonstrated before the Section a patient who accompanied him from Holland some years ago, and who was able to speak well. This patient had learned to speak by using a reservoir of air in his stomach and gullet; this, as was demonstrated by X-rays, was filled at inspiration and used for talking. Some patients who had an artificial larynx laid it aside because they were not satisfied with it. These must be taught to use inspiration and create a new glottis at the " mouth of the gullet." J. F. SIMPSON (in reply) said he would take the advice of Professor Burger and try to persuade the patient to manage without the instrument, but he was fond of it, and in his (the speaker's) view, he did quite well with it.
Late Acute Polio-encephalitis.-D. F. A. NEILSON. Patient, male, aged 27. On May 30, 1933 , while he was on his way to work, his throat felt sore and the pain rapidly became severe. Within two hours of the onset there was vomiting, and severe occipital headache developed. The headache and sore throat persisted for five days, and then the vomiting recurred with renewed severity. At the same time the patient had dysphagia and regurgitation of food. One day later dysphonia and diplopia occurred; the diplopia lasted for five days.
When the patient first came under observation the dysphagia and dysphonia were marked and there was nystagmus on looking to the right.
On examination there was weakness of the palate on the left side and of the left side of the tongue, the movements of the larynx and vocal cords were normal.
The voice and swallowing are still slightly impaired, but there is no weakness of any other group of muscles.
